
~YERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, A9~N:G AND lNDEPENDENT LIVING
DIVISIOnot Licensmg and ProtectIon

103 South Main Street, Ladd Hall
Waterbury VT 05671-2306

http://www .dail. vermont.gov
Voice/TTY (802) 871-3317

To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

February 3,2012

Ms. Claudette Werner-Poorman, Administrator
Crescent Manor Care Ctrs
312 Crescent Blvd
Bennington, VT 05201

Provider #: 475033

Dear Ms. Werner-Poorman:

Enclosed is a copy of your acceptable plans of correction for the Life Safety Code survey conducted on
January 9, 2012. Please post this document in a prominent place in your facility.

We will follow-up to verify that substantial compliance has been achieved and maintained. If we find
that your facility has failed to achieve or maintain substantial compliance, remedies may be imposed.

Sincerely,

Pamela M. Cota, RN, MS
Licensing Chief

PC:ne
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K 000 INITIAL COMMENTS

A Life Safety Code inspection was completed by
the Department of Public Safety on 1/9/12. The
following is a violation of Life Safety Code

- . . req'uTre-mehts: ''''-_' - - . - .- '. -. - -

K 046 NFPA 101 LIFE SAFETY CODE STANDARD
SS=D

Emergency lighting of at least 1Ya hour duration is
provided in accordance with 7.9. 19',2.9.1.

This STANDARD. is not met as evidenced by:
Based on observation, the facility failed to assure
emergency lights are functional in one area of the
facility. Findings include:

Per observation on 1/9/12, accompanied by the
Maintenance Supervisor, the emergency light is
out (not functional) in the South hallway.

KOOO

K046

The bulb was replaced in the light
1/9/12.

I
Monthly audits include light bulbs I
Will continue and outcomes
Reported to CQI Committee by
Environmental Supervisor.

1/9/12
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Any defiCiency statement ending with an asterisk,'.) denotes a deficiency which the In6t~ution mSy~USed from correcting providing it is.determined that
other safeguard, provide sufficient protection to the patients, (See Instructions.) Except for nursing home6, the findings stated above are dl6clo6able 90 <lay'
following the date of survey whether or not a plan of correction i.3 provided. For nur61ng homes, the above findings and plans of correction lire disciosabJe 14
days following the date these documents are made ivailable to the faciliry. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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